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Abstract of thesis entitled: Incremental value of self-efficacy and relational autonomous 
motivation in predicting smoking cessation with the Self-Determination Theory 
Submitted by YEUNG Chun Yiu 
for the degree of Master of Philosophy in Psychology 
at The Chinese University of Hong Kong in August 2008 
This study aimed to apply the Self-Determination Theory (SDT) in predicting smoking 
cessation, with the incorporation of people's self-efficacy, relational autonomous 
motivation and relational-interdependent self-construal (RISC) as theoretical extensions. A 
total of 61 Hong Kong Chinese smokers with quitting motivation were recruited at baseline, 
with 43 being successfully followed up one month after baseline. Participants' levels of 
major psychological variables and their smoking habits were measured by questionnaires. 
Smoking status was also biochemically validated by carbon monoxide breath tests. Results 
found that RISC was positively correlated with relational autonomous motivation. Logistic 
regression analysis failed to demonstrate predictive values of the SDT on quitting, while 
self-efficacy was the only significant predictor among the variables. ANOVA results also 
showed that self-efficacy differentiated participants with different quitting progress. 
Compared to quitters, recalcitrant smokers and quit attempters reported significantly lower 
levels of self-efficacy when they were facing internal and external tempting conditions of 
smoking respectively. This study shed light on the limited applicability of the SDT among 
smokers with quitting motivation, plus the important role of abstinence self-efficacy in 
bridging the behavioral intentions and actual smoking cessation. To improve the success 
rate of smoking cessation, future programs and services are recommended to develop 
smokers' skills in action planning and coping strategies for avoiding tempting conditions of 
smoking. 
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Chapter 1: 
Introduction 
Smoking: The greatest single preventable cause of death 
Smoking has long been identified as the most prominent cause of preventable 
deaths (World Health Organization, WHO, 2007a). In 2005, globally, tobacco caused 
5.4 million deaths, that is, an average of one death every 6 seconds. Moreover, smoking 
itself and the interactions of their risk factors have been identified as the chief 
attributable cause of death in European countries (World Health Organization, 2007b). 
Cancers (especially lung cancer), coronary heart disease, chronic lung disease and 
chronic obstructive pulmonary disease (COPD) are also consistently found to be caused 
by tobacco smoking. Of the 1.3 billion smokers alive today, about 650 million are likely 
to be killed by tobacco (World Health Organization, 2007a). From the projection of 
WHO (2007a), if the trend of tobacco-related mortality continues, the death toll would 
reach 8.3 million by 2030 and a total of one billion in the century. All mentioned 
shows the detrimental impacts of smoking on people's health. 
Negative health impacts of smoking on non-smokers 
Not only harmful to smokers' health, smoking can be equally detrimental to the 
health of people exposed to smokers' smoke. Passive smoking, also known as 
environmental tobacco smoke, has also raised concern among health professionals. 
Inhaling smoke and smoky air produced by smokers is shown to be associated with 
increased level of carbon monoxide in the blood, reduced pulmonary functioning, and 
higher incidence of lung cancer (Behavioral Risk Factor Survey; Department of Health, 
2006). Particularly, children and spouses of smokers are shown to be the high-risk 
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groups to be harmed by passive smoking at home. Previously, the negative effects of 
passive smoking have been documented in local and Western studies (e.g., Lam, Leung, 
& Ho，2001; Law & Hackshaw，1996). Exposure to tobacco smoke at home caused 
greater risks of acute respiratory illness, asthma, and acute and chronic middle ear 
disease in children (Office of Health and Environmental Assessment, United States 
Environmental Protection Agency, 1992; Strachan, Jarvis, & Feyerabend, 1989). 
Among children who never smoke, the excess risks of cough and phlegm in secondary 
school children increased from 19% for exposure to one smoker at home to 85% for 
exposure to three or more smokers (Lam, Chung, & Betson，1998). A study of 32,000 
non-smoking women in the U.S. showed that exposure to environmental tobacco smoke 
almost doubled their risks of having heart disease (Collins, 1997). Moreover, research 
has shown that environmental tobacco smoke contains even more harmful gases and 
particulates (containing 4,000 harmfUl chemicals with over 50 carcinogenic agents) than 
'first-hand smoke' by the smokers. Adding that no ventilation or filtration system can 
acceptably reduce the exposure level of second-hand smoke (WHO, 2007a), living with 
parents or spouses who smoke could greatly increase the risk of getting tobacco-related 
diseases. 
Smoking ban in Hong Kong in 2007 
Noticing the hamiful effects of smoking on both smokers and non-smokers, 
across the decades, smoking cessation campaigns and smoking policy revisions have 
been initiated in different countries (WHO, 2007b). Recently, smoking ban policy has 
just been implemented in Hong Kong. Effective from January 2007, smoking is 
prohibited in a vast majority of public places like restaurants, offices, schools, hospitals, 
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etc. (Hong Kong Tobacco Control Office, 2005a). In response to the new smoking ban 
policy, more and more researchers concern the patterns of smoking among Hong Kong 
smokers and psychological correlates of smokers' quitting tendencies. 
Lack of theory-based local smoking research 
However, past local smoking research seldom explores the motivational factors 
of smoking cessation within an organized theoretical framework. Most of the studies 
descriptively investigate people's smoking habits (e.g., Behavioral Risk Factor Survey, 
Department of Health, 2006; Thematic Household Survey, Census and Statistics 
Department, 2006), antecedents of smoking initiation (Department of Health, 2005; 
Thematic Household Survey, Census and Statistics Department, 2006), and people's 
perceived barriers in their quitting (University of Hong Kong, 2006). Western literature 
provides inspirations on the facilitators and barriers of smoking cessation with strong 
theoretical foundations. Among different theoretical models, the Health Belief Model 
(e.g., Wang, Borland, & Whalen, 2005), the Theory of Planned Behavior (Lee, Hubbard, 
O'Riordan, & Kim，2006) and the Self-Deteraiination Theory (Williams, Gagne, Ryan, 
& Deci, 2002; Williams, McGregor, et al., 2006) have showed to be useful in 
explaining and predicting people's smoking cessation intentions and progress. 
Nevertheless, as these models were primarily tested in Western populations, the 
applicability of such motivational models to Hong Kong smokers is questionable. 
Among the health models aforementioned, the applicability of the Self-
Determination Theory (SDT; Deci & Ryan，1985; Sheldon, Williams, & Joiner，2003) 
to Hong Kong smokers seems to be supported. Suggested by several local research 
studies, self-determination is the most influential factor in the maintenance of smoking 
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cessation of people who are motivated to quit their smoking. For example, among the 
500 surveyed respondents who tried to quit smoking (University of Hong Kong, 2006), 
over 70% reported that determination is the most common means to quit their smoking. 
With reference to another local study (Thematic Household Survey, Census and 
Statistics Department, 2006), among the local daily cigarette smokers who had tried but 
failed to give up smoking, the most prominent reason for their failing to give up 
smoking is that they were 'not determined enough' (56.5%). These findings suggest that 
the importance of self-determination may override other psychological factors in 
affecting people's smoking cessation progress. Therefore, the SDT is selected to be the 
major theoretical framework in the present study. 
Self-Determination Theory 
The SDT values the role of self-determination in maintaining people's behavior. 
It emphasizes that consistent behavioral change requires the fulfillment of three basic 
psychological needs of humans, namely, need for autonomy, need for competence, and 
need for relatedness. Autonomy refers to individuals' needs for feeling volitional and 
responsible for the initiation of their health behavior; competence refers to individuals' 
needs for feeling able to achieve their goals and motivated behavior; relatedness refers 
to individuals' needs for feeling connected to others in a warm, positive and 
interpersonal manner. The SDT proposes that people's engagement in a particular 
health behavior is influenced by the level of autonomy in their motivations to change 
the behavior, their perceived competence of performing the behavior and the support for 
their autonomy in their health decisions. 
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Applications of the SDT in health context are usually based on three 
components, namely autonomous motivation, autonomy support, and perceived 
competence. SDT differentiates people's motivations according to the extent to which 
the initiation and regulation of the health behavior are self-determined. The level of 
self-determination is represented along a continuum with one end as autonomous 
motivations and the other end as controlled motivations. If people feel a certain health 
behavior is personally important and experience a sense of choice and volition in 
performing that health behavior, they would have an autonomous motivation towards 
the targeted health behavior. On the contrary, at the other end of the motivation 
continuum, people may have a controlled motivation towards the targeted behavior. 
Controlled motivation involves feeling pressured or coerced to perform the behavior, 
either by interpersonal (e.g., external demand, reward) or intrapsychic forces (e.g., 
personal rigid belief about doing the behavior). According to the SDT, autonomous 
motivation, relative to controlled motivation, has a stronger effect on facilitating 
smokers to quit smoking, resist relapse, and maintain quitting. Previously, research (e.g., 
Sheldon & Elliot，1998) also supported that controlled motivation is only associated 
with intended efforts while autonomous motivation is associated with both intended 
efforts and sustained efforts. 
To facilitate autonomous motivation, the SDT proposes the role of autonomy 
support from health care providers and important others. Applying to smoking cessation, 
autonomy support refers to health care providers' or important others' acknowledging 
of smokers' perspectives, supporting smokers' initiatives, offering choices about 
smoking cessation options, and providing relevant information while minimizing 
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pressure and control (Williams, McGregor, et al.，2006). When the health care providers 
and important others are more autonomous supportive, smokers' will tend to become 
more autonomous towards the self-regulation process of smoking cessation. 
Besides, the SDT proposes the role of perceived competence in influencing the 
attainment of important health outcomes. Applying to smoking cessation, perceived 
competence refers to the extent to which people feel confident about maintaining 
smoking cessation and resisting relapses. Perceived competence is conceptually 
compatible with the concept of self-efficacy (Bandura, 1977). When people feel 
competent and confident in attaining their targeted health behavior, their commitment to 
and adoption of that behavior will be facilitated. 
In spite of the fact that the SDT has been shown useful in understanding 
people's smoking cessation (e.g., Solloway, Solloway, & Joseph, 2006; Williams, 
Gagne, Ryan & Deci，2002; Williams, McGregor, et a l , 2006), this study aimed to 
propose several theoretical extensions to the SDT in order to provide a more 
comprehensive framework for predicting smoking cessation. 
Extensions to current SDT research on smoking 
The extensions concern the nature of autonomous motivation, the effect of 
individual characteristics on the nature of autonomous motivation, and the unique 
contribution of condition-specific self-efficacy to quitting. 
Differentiating autonomous motivation in personal-relational dimension 
The SDT emphasizes the prominence of autonomous motivation on people's 
health behavioral change. It postulates that people are more autonomously motivated 
when they internalize the value and experience the importance of the health behavioral 
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change. However, this conceptualization only captures the autonomous-controlled 
dimension of people 's motivation, but fails to differentiate the nature of autonomous 
motivations when pursuing a health goal. Based on previous applications, SDT seems 
not to pay much attention to differentiate autonomous motivation in a personal-
relational dimension. 
Viewing that smoking is both detrimental to the smokers themselves and the 
important others of the smokers, smokers may internalize the value of smoking 
cessation personally and relationally. The value of smoking cessation not only 
originates from the perceived health benefits of quitting on the smokers' health 
(personal concern), but also from those health benefits on the smokers' significant 
others (relational concern). Some people feel autonomously motivated to quit smoking 
because they feel it is beneficial to their own health; whereas other people feel 
autonomously motivated to quit smoking because they feel it is beneficial to the health 
of their family members by reducing the amount of environmental tobacco smoke in 
family environment. Therefore, it is possible that both groups of people experience the 
same degree of autonomy when initiating and self-regulating quitting behaviors, but 
they take in different perspectives (personal-focused or relational-focused) for 
appraising the importance of their smoking cessation. 
This subtle differentiation in autonomous motivation seems to be supported 
empirically by a few smoking-related research studies. A study in Norway (Grotvedt & 
Stavem，2005) showed that a considerable proportion of surveyed smokers reported 
'concern for personal health' , ' improving physical fitness' and "out of consideration of 
children and family members ' as the most popular reasons for quitting. Similarly, 
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according to a recent local study (University of Hong Kong, 2006)，among the 500 
smokers surveyed, the top three reported reasons for quitting are 'personal health', 
‘saving money' and 'afraid of harming family members'. Again, the findings show that 
smoking cessation can be regarded as both a personal issue and a relational issue. In this 
regard, differentiating personally- and relationally-autonomous motivation is useful in 
extending the SDT. It can contribute theoretically by comparing the relative prominence 
of personal concern and relational concern on the decision making or internalization 
process of smoking cessation. 
Relational-interdependent self-construal and nature of autonomous motivation 
Apart from this, the effect of individual characteristics on the nature of people's 
autonomous motivation is also noteworthy. One of the related individual characteristics 
is people's relational-interdependent self-construal (RISC). This reflects the degree to 
which people are connected to others and define themselves by relationships, group 
memberships, or important roles in such relationships (Cross, Bacon, & Morris, 2000). 
Researchers (e.g., Cross, Bacon, & Morris, 2000; Gore and Cross, 2006) suggest that 
people with high level of RISC tend to think and behave in ways that emphasize their 
connectedness to others and that strengthen existing relationships. Moreover, Gore and 
Cross (2006) has shown that people who were more likely to include significant others 
into their self-concepts were more likely to take in relationally-autonomous reasons 
than personally-autonomous reasons for their life goals in the long term. Applying this 
to people's reasons for smoking cessation, it is reasonable to speculate that high-
relationals may have a greater tendency than low-relationals to think of smoking 
cessation as a relational issue. Since engaging in a health behavior with relational 
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motivations is also a way to satisfy people's need for relatedness, this speculation is 
compatible with the SDT. 
Perceived competence and condition-specific self-efficacy 
Proposed by the SDT, perceived competence also plays a key role in people's 
engagement in health behaviors. It has been shown that people would have a greater 
commitment to their smoking cessation when they reported a greater level of perceived 
competence in quitting (e.g., Williams, McGregor, et al., 2004, Williams, McGregor, et 
al.，2006). However, this conceptualization only captures the general confidence that a 
person feels towards smoking cessation. The condition-specific dimension of people's 
ability to quit smoking seems to be neglected in the SDT. 
The importance of condition-specific self-efficacy in smoking has been 
emphasized in past research. Numerous studies suggested that smoking is highly 
addictive and susceptible to relapse (Brownell, Marlatt, Lichtenstein, & Wilson, 1986; 
Marlatt & George, 1988). According to Relapse Prevention Model (Marlatt & Gordon, 
1985)，people's ability to cope with high-risk or tempting conditions are prominent in 
maintaining abstinence and preventing relapses of addictive behaviors. Across the 
decades, several categories of high-risk conditions for smoking have been identified 
(e.g., Condiotte & Lichtenstein, 1981; Curry & McBride，1994; Mudde, Kok, & 
Stretcher, 1995; Velicer, DiClemente，Rossi, & Prochaska, 1990)，including 
intrapersonal (e.g., anger, depressed, mood, boredom), social (e.g., having a drink with 
friends, interpersonal conflicts), and physiological factors (e.g., craving for cigarettes, 
withdrawal symptoms). From relapse prevention perspective, only capturing the general 
perceived competence in smoking cessation may not be sensitive enough to assess a 
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person's confidence and ability to cope with smoking temptations in high-risk 
conditions. In order to capture how people's confidence and ability to quit smoking in 
high-risk conditions affects their smoking cessation, condition-specific self-efficacy 
was incorporated into the SDT to boost the predictive power of the model. 
Proposed framework 
The proposed framework integrates the SDT with the theoretical extensions 
previously mentioned. With reference to previous applications in predicting smoking 
cessation (Williams, Gagne, Ryan, & Deci, 2002; Williams, McGregor, et al., 2006), 
diabetes self-management and glucose control (Williams, McGregor, Zeldman, 
Freedman, & Deci，2004), weight loss and weight-loss maintenance (Williams, Grow, 
Freedman, Ryan, & Deci，1996) and dental care (Halvari & Halvari, 2006)，the 
fundamental SDT framework is proposed. It includes (1) the positive association 
between autonomous motivation and smoking cessation; (2) the positive association 
between perceived competence and smoking cessation; and (3) the positive association 
between autonomy support and autonomous motivation. 
With regard to the theoretical extensions, several associations among SDT 
constructs and newly-added constructs were examined. They include (1) the 
differentiation of autonomous motivation into personally-autonomous motivation and 
relationally-autonomous motivation; (2) the moderation effect of relational-
interdependent self-construal (RISC) on the relative prominence of personally-
autonomous motivation and relationally-autonomous motivation in predicting smoking 
cessation; plus (3) the stronger positive effect of condition-specific self-efficacy than 
perceived competence in predicting smoking cessation. 
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Research purpose 
Using the Self-Determination Theory (SDT) as the fundamental theoretical 
framework, with the incorporation of people's self-efficacy, relational autonomous 
motivation and relational-interdependent self-construal, the study aimed to predict 
smoking cessation among Hong Kong Chinese smokers. 
Hypotheses 
In this study, several hypotheses were formulated: 
Hypothesis 1: Autonomy support was positively associated with autonomous 
motivations. 
1.1: Autonomy support from health professionals was positively 
correlated with personal autonomous motivations. 
1.2: Autonomy support from important others was positively 
correlated with personal autonomous motivations. 
1.3: Autonomy support from health professionals was positively 
correlated with relational autonomous motivations. 
1.4: Autonomy support from important others was positively 
correlated with relational autonomous motivations. 
Hypothesis 2. Autonomous motivations were positively associated with smoking 
cessation. 
2.1: Personal autonomous motivations were positively correlated with 
smoking cessation. 
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2.2: Relational autonomous motivations were positively correlated 
with smoking cessation. 
Hypothesis 3: Perceived competence was positively associated with smoking 
cessation. 
Hypothesis 4: Condition-specific self-efficacy was positively associated with 
smoking cessation. 
Hypothesis 5: Relational-interdependent self-construal (RISC) was positively 
correlated with relational autonomous motivations. 
Hypothesis 6: The interaction between autonomous motivation and RISC was 
significant in predicting smoking cessation. 
6.1: Among people with low RISC, the association between personal 
autonomous motivations and smoking cessation was stronger 
than that among people with high RISC. 
6.2: Among people with high RISC, the association between 
relational autonomous motivations and smoking cessation was 
stronger than that among people with low RISC. 
Statistical analyses 
Descriptive statistics were computed for demographics, smoking and quitting 
behaviors, SDT variables and newly-added variables (RISC and condition-specific self-
efficacy). Pearson correlation analysis and logistic regression were conducted to 
determine the extent to which the variables in the proposed framework predicted 
quitting (quitters and non-quitters). 
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Additional analyses were also performed for participants with different quitting 
progress. Non-quitters were categorized into quit attempters and recalcitrant smokers. 
Analyses of variances (ANOVAs) were then conducted to detect significant differences 
in variables in the proposed framework among quitters, quit attempters and recalcitrant 
smokers. 




This study was a 1 -month longitudinal study with the adoption of convenience 
sampling. Ethical approval was granted by the Survey and Behavioral Research Ethics 
Committee at the Chinese University of Hong Kong. Throughout the study, three waves 
of assessment (baseline assessment, 2-week follow-up and 1-month follow-up) were 
administered to the participants. 
Cigarette smokers who were over 18 years old, able to read Chinese and 
communicate in Cantonese, and motivated to quit smoking were eligible for the study. 
From December 2007 to May 2008，participants were recruited from three local 
smoking cessation centers which were operated by the Hospital Authority and the 
United Christian Nethersole Community Health Service. The centers were located at 
Kwun Tong in Kowloon, Tai Po Market and Sheung Shui in the New Territories. 
Attendees of the smoking cessation centers were invited to participate in the 
study after going through the standard procedure of smoking cessation counseling 
delivered by the counselors at the centers. The procedure of smoking cessation 
counseling among the three centers were highly comparable, primarily including the 
discussion on the negative health effects of smoking and benefits of smoking cessation, 
the assessment of smokers' barriers of quitting in their immediate environments, and the 
introduction of different smoking cessation methods such as nicotine replacement 
therapy (NRT) and bupropion. Prior to any baseline (Tl) assessments, researchers 
firstly sought consent from the attendees to participate in the study. Attendees were 
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informed that there were three waves of assessments in the study, that they could 
terminate their participation at any time of the study, and that their personal information 
and responses were kept confidential. Participants will be assigned a reference number 
for subsequent follow-up assessments and matching of data of the study. The reference 
number would be the combination of a 4-digit code for participant's date of birth (mm-
dd) and the first 4 digits of participant's Hong Kong ID card number. 
After obtaining the informed consent from the participants, researchers collected 
participants' personal contact information (e.g., telephone numbers and email addresses) 
and administered the Chinese version of the structured questionnaire for baseline 
assessment. The questionnaire collected information on demographics (e.g., age, gender, 
marital status) and psychological variables (including personal and relational 
autonomous motivation, perceived competence, self-efficacy, autonomy support and 
relational-interdependent self-construal). Participants also reported their smoking 
behaviors by 7-day point prevalence, level of nicotine dependence, and the conditions in 
which they smoked. Their responses on their smoking status were then biochemically 
validated by carbon monoxide breath tests. The duration of baseline assessment was 
approximately 20 minutes. A total of 62 participants were recruited in T l . 
Two weeks after the baseline assessment (T2), 51 participants (82.3% of T l 
participants) were successfully followed up. Changes in autonomous motivations, 
autonomy support and self-efficacy were assessed by phone interview. The duration of 
T2 assessment was approximately 15 minutes. 
One month after the starting date of participation (T3), 43 participants (84.3% of 
T2 participants) were asked to report again their smoking habits. Assessments of 
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smoking behaviors, level of nicotine dependence, and carbon monoxide breath tests 
were conducted to assess participants' quitting progress. After the completion of all 
waves of assessments, participants will be given a souvenir for thanking their 
participations throughout the study period. 
Attrition of participants 
Throughout the study, 18 out of 62 participants (29.0%) dropped out at the 
second and third points of assessment. Reasons of dropping out included participants' 
travel or moving out of town during the study period {n = 6)，being unreachable for at 
least 10 times without anyone answering on the phone {n = 5), personal inconvenience 
to participate due to health problems or sickness {n = 3), invalid personal contacts 
provided at the baseline {n = 2) and unidentified reasons to terminate the participation 
{n = 2). The pattern of attrition was comparable with that of other local studies on 
smoking cessation (e.g., Abdullah, Lam, Chan, Hedley, 2006). 
Instruments 
As all measurement scales were adapted or developed from Western studies 
with no Chinese version available, the scales were translated and back-translated by 
postgraduate psychology students. 
Treatment Self-Regulation Questionnaire for Smoking (TSRQ-S). A 12-item 
scale was used to assess participants' degree of personally-autonomous self-regulation 
regarding why they engage in smoking cessation. There are two subscales to the scale: 
the autonomous regulatory style (6 items), the controlled regulatory style (6 items). The 
scale was adapted from Williams and colleagues' version (2006) on smoking cessation. 
The reported internal consistency coefficient for the scale was .89 (Williams, McGregor, 
Smoking cessation 17 
et al., 2006). All items asked the participants to report the reasons for quitting smoking 
with a stem, "The reason I would not smoke is because...." Sample items were "I feel 
that I want to take responsibility for my own health" (autonomous motivation) and 
"Others would be upset with me if I smoked" (controlled motivation). Previously, the 
scale was positively correlated with people's smoking cessation with small to moderate 
effect size (e.g., Williams, Gagne, Ryan, & Deci, 2002; Williams, McGregor, et al., 
2006). Participants were asked to report how true the items described them on a 7-point 
Likert scale ranging from 1 as not at all true to 7 as vety true. Higher mean scores on 
the scales represented the higher extent to which participants adopted the respective 
type of motivation. 
Relational Autonomous Motivation Scale for Smoking (RAMS-S). A 7-item scale 
was used to assess participants' degree of relationally-autonomous self-regulation 
regarding why they engage in smoking cessation. The scale was developed by the 
author from Treatment Self-Regulation Scale for Smoking (TSRQ-S) used in previous 
research (Williams and colleagues, 2006). The items were parallel to the subscale of 
autonomous motivation from TSRQ-S. All items asked the participants to report the 
reasons for quitting their smoking with a stem, "The reason I would not smoke is 
because.. . ." A sample item was “I see it is important for the health of my significant 
others". Participants were asked to report how true the items described them on a 7-
point Likert scale ranging from 1 as not at all true to 7 as very true. A higher mean 
score on the scale represented the higher extent to which participants adopted the 
relationally-autonomous motivation for smoking cessation. 
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Perceived Competence Scale for smoking cessation (PCS-S). A 4-item scale was 
used to assess the degree to which participants feel confident in quitting smoking. The 
scale was adapted from Williams and colleagues' version (2006) on smoking cessation. 
The reported internal consistency coefficients for the scales were .93 (Williams, 
McGregor, et al.，2006). A sample item was “I feel confident in my ability to not 
smoke". In a previous study on smokers (Williams, McGregor, et a l , 2006)，the scale 
was positively correlated with smoking cessation. Participants were asked to report how 
true the items described them on a 7-point Likert scale ranging from 1 as not at all true 
to 7 as very true. A higher mean score on the scale represented the higher perceived 
competence in quitting smoking. 
Smoking Self-efficacy Questionnaire (SEQ-12). A 12-item scale was used to 
assess the degree to which participants feel confident in refraining from smoking in 
high-risk conditions. The scale was adapted from Etter, Bergman, Humair and Pemeger 
(2000). There were two subscales in SEQ-12, namely refrain from smoking when facing 
internal stimuli (6 items) and when facing external stimuli (6 items). The reported 
internal consistency coefficients for internal stimuli and external stimuli scales were .95 
and .94 respectively (Etter, Bergman, Humair and Pemeger, 2000). Sample items were 
"When I feel nervous, I could refrain from smoking" {internal stimuli) and “After a 
meal, I could refrain from smoking" {external stimuli). Previously validated in a study 
of Swiss smokers (Etter, Bergman, Humair & Pemeger, 2000)，the two subscales were 
positively correlated with smoking cessation. Participants were asked to report how true 
the items describe them on a 5-point Likert scale ranging from 1 as not at all true to 5 
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as absolutely true. Higher mean scores on the scales represented the higher self-
efficacies of refraining from smoking in when facing internal and external stimuli. 
Health Care Climate Questionnaire for Smoking (HCCQ-S). A 6-item scale was 
used to assess the degree to which participants experience their health-care providers 
(e.g., physicians, counselors) to be autonomy-supportive in their smoking cessation. 
The scale was adapted from Williams, Ryan and Deci (2006). The reported internal 
consistency coefficient for the scale was .82 (2006). A sample item was "I feel my 
health-care providers understand how I see things with respect to my smoking". 
Previously, this scale was positively correlated with autonomous motivation for 
smoking cessation (Williams, Lynch, et al., 2006). Participants were asked to report 
how true the items describe them on a 7-point Likert scale ranging from 1 as not at all 
true to 7 as very true. A higher mean score on the scale represented the participants 
perceived greater autonomy support from their health-care providers. 
Important Other Climate Questionnaire for Smoking (lOCQ-S). A 6-item scale 
was used to assess the degree to which participants experience their important others 
(e.g., family members, close friends) to be autonomy supportive in their smoking 
cessation. The scale was adapted from Williams and colleagues (2006). The reported 
internal consistency coefficient for the scale was .88 (Williams, Lynch，et al., 2006). A 
sample item is "I feel my important others understand how I see things with respect to 
my smoking". Previously, this scale was positively correlated with autonomous 
motivation for smoking cessation (Williams, Lynch, et al., 2006). Participants were 
asked to report how true the items describe them on a 7-point Likert scale ranging from 
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1 as not at all true to 7 as very true. A higher mean score on the scale represented the 
participants perceived greater autonomy support from their important others. 
Relational-Interdependent Self-Construal Scale (RISC). A 11 -item scale was 
used to assess a person's tendency to include close others in his or her own self-
definition. The scale was adapted from Cross, Bacon and Morris (2000). The reported 
internal consistency coefficient for the scale was .88 (Cross, Bacon, & Morris, 2000). A 
sample item is "When I think of myself, I often think of my close friends or family 
also". Previously, the scale was positively correlated with Singelis’ interdependent self-
construal scale (Singelis, 1994) and Communal Orientation Scale (Clark, Ouellette, 
Powell, & Milberg，1987). Participants was asked to report how they agree with the 
items on a 7-Likert scale, ranging from 1 as strongly disagree to 7 as strongly agree. In 
this study, scores from all items were averaged to compute the construct score. A 
greater mean score on the scale indicated the stronger tendency to include close others 
in the participants' self-definitions. 
Demographics. Participants were asked about their age, gender, marital status, 
socio-economic status, smoking habits and previous attempts of quitting smoking. 
Smoking cessation 21 
Variables of smoking pattern 
Several measures were used to assess smoking status and quitting progress of 
the participants. Self-report measures included the 7-day point prevalence (7-day PP), 
Fagerstrom Test for Nicotine Dependence (FTND; Heatherton, Kozlowski, Frecker, & 
Fagerstrom, 1991), and Smoking in High-risk Conditions Checklist. Biochemical 
measure included a carbon monoxide breath test for validating the reported 7-day point 
prevalence of abstinence. 
7-day Point Prevalence (7-day PP). A single item with dichotomous response 
format was used to examine participants' smoking behavior in the past 7 days. 
Participants were asked to respond either "yes" or "no" to the following question: 
"Have you smoked a cigarette, even a puff, in the past 7 days?" It was widely adopted 
in past smoking literature (e.g., Velicer & Prochaska，2004). 
Fagerstrom Test for Nicotine Dependence (FIND). A 6-item measure was used 
to assess smokers' level of nicotine dependence. Participants were asked to report their 
daily smoking habits after waking up and in different occasions. This scale has been 
widely used in previous local and Western smoking research (e.g., Dijkstra & Tromp, 
2002; Hong Kong Council on Smoking and Health, 2002’ 2003). Sample items were 
"How soon after you wake up do you smoke your first cigarette?", "Do you find it 
difficult to refrain from smoking in places where it is forbidden?" and “Do you smoke 
more frequently during the first hours after waking than during the rest of the day?" 
Responses to all items were summed with the range from 0 to 10. A higher sum score 
on the scale represented a higher level of nicotine dependence. 
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Smoking in High-risk Conditions Checklist. A 12-item scale was used to assess 
smoking patterns in tempting conditions of smoking. The scale was modified from Etter, 
Bergman, Humair and Pemeger (2000). Sample items were "Did you smoke when you 
feel nervous?" and "Did you smoke after a meal?" Participants were asked to report 
whether they smoked in a list of conditions on a dichotomous scale (0 as no and 1 as 
yes). The scale ranged from 0 to 12. Higher sum scores on the scales represented the 
participants smoked in a greater number of high-risk conditions. 
Carbon Monoxide (CO) Breath Test. It was an indirect, non-evasive 
measurement to validate participants' smoking status. Previously, CO breath test was 
shown to be useful for monitoring smokers' quitting progress (Hong Kong Tobacco 
Control Office, 2005b; Javors, Hatch, & Lamb, 2005). It measured the concentration of 
carbon monoxide in the breath of a person (unit in parts per million, ppm). Participants 
were asked to exhale air through a disposable cardboard mouthpiece into a CO breath 
monitor (Micro Smokerlyzer®, Bedfont Scientific Ltd., UK). The monitor showed a 
figure that digitally represented the concentration of carbon monoxide in the breath of 
the participants. The cut-off point for identification of smoking was 8ppm, suggested by 
past studies (e.g., Daughton & Fortmann，1999; Javors, Hatch, & Lamb, 2005). 
Participants who demonstrated a level of carbon monoxide concentration equal to or 
higher than 8ppm were regarded as smokers. A higher level of CO concentration (above 
the cut-off point of 8ppm) generally reflected a higher frequency smoking and a greater 
consumption of cigarettes. 
Smoking cessation 23 
Quitting status. Participants who reported being abstinent in the past 7 days and 
showed a value lower than 8ppm in carbon monoxide breath tests at 1 month were 
categorized as quitters. Those who did not meet the criteria of quitters were regarded as 
non-quitters. 
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Chapter 3: 
Results 
Characteristics of participants 
At baseline, 62 participants were recruited from the smoking cessation centers. 
One of them (1.6%) was excluded from data analysis for the reported age (aged 14) 
outside the age range in the eligibility criteria. A total of 61 valid cases with 48 male 
smokers (78.7%) and 13 female smokers (21.3%) constituted the present sample. The 
average days of lapse from baseline assessment to T2 assessment and T3 assessment 
were 17.90 days (S.D. = 7.31) and 41.90 days (S.D. = 15.93) respectively. 
Participants' age ranged from 19 to 81 with a mean age of 47.89 years (S.D.= 
14.86). More than half of the participants were married (60.7%), employed (67.2%) 
and attained at least secondary school level of education (62.3%). A vast majority of 
them reported having a monthly income of less than HK$20,000 (93.4%). 
With regard to participants' smoking behaviors, they reported smoking an 
average of 17.7 cigarettes per day (S.D. = 10.54) and 29.2 years of smoking (S.D.= 
15.58). On average, participants attempted 1.5 times of quitting, and reported smoking 
in at least 8 of the high-risk conditions listed in the Smoking Checklist. The most 
tempting situations of smoking were "when having a drink with friends" and “after a 
meal". A very high proportion of participants (90.2%) reported smoking in at least one 
of these two situations. Table 1 showed the details of demographic information of the 
participants. 
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Attrition analysis 
Attrition analysis was conducted between participants who completed all waves 
of assessments {n = 43) and those who dropped out at any follow-up assessments {n = 
18). No significant differences in age, gender, marital status, monthly salary, level of 
education, average number of cigarette per day, years of smoking, previous smoking 
attempt were found {p > .05). 
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Table 1. Baseline characteristics of respondents included in the analyses (N = 61) 
% / Mean (S.D.) 
Demographic variables 
Gender (male) 78.7% 





Separated / Divorced 19.7% 
Education level 
No formal education 1.6% 
Primary school 36.1% 
Secondary school (F.l - F.3) 21.3% 
Secondary school (F.4 - F.5) 27.9% 
Secondary school (F.6 - F.7) 3.3% 
University 9.8% 
Employment (with a paid job) 67.2% 
Monthly income 
< $5,000 26.2% 
$5,001 -$10,000 31.1% 
$10,000-$15,000 19.7% 
$15,001 - $20,000 16.4% 
$20,001 -$25,000 1.6% 
$25,001 - $30,000 1.6% 
> $30,000 3.2% 
Smoking behaviors 
Daily consumption 17.70 (10.54) 
Years of smoking 29.20(15.58) 
Previous quitting attempts 1.49 (1.87) 
With a smoker in the family 34.4% 
Level of nicotine dependence (measured by FTND) 
Mild (0-3 in FIND) 34.4% 
Moderate (4-5 in FTND) 24.6% 
Severe (6-10 in FTND) 41.0% 
Smoking in high-risk conditions (out of 12 conditions) 8.82 (2.83) 
When I feel nervous 80.3% 
When I am angry 52.5% 
When I feel the urge to smoke 78.7% 
When I feel very anxious 80.3% 
When I want to think about a difficult problem 78.7% 
When I feel depressed 77.0% 
When drinking a beer, wine or other spirits 54.1 % 
When having a drink with friends 90.2% 
When celebrating something 60.7% 
After a meal 90.2% 
When having coffee or tea 58.3% 
When I am with smokers 82.0% 
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Descriptive statistics and construct score change from baseline to T2 assessment 
For the present study, SPSS 13.0 was used for statistical analysis. Table 2 showed 
the descriptive statistics of variables and internal consistency coefficients of scales at 
baseline and T2. Paired-sample t-tests were conducted to detect any significant change 
in the autonomous motivation, controlled motivation, autonomy support and self-
efficacy from baseline to T2 assessments {n = 51). Since no significant change were 
detected in all these T2 variables 
{p > .05), subsequent analyses only focused on the relationship between variables at 
baseline and at 1 -month follow-up. All scales showed satisfactory internal consistency 
coefficients (ranging from .70 to .94) at baseline and T2. 
Table 2. Descriptives of variables at baseline and T2 and internal consistency coefficients of 
scales 
Range Mean (S.D.) Cronbach's 
alpha 
Baseline variables (n - 61) 
Personal autonomous motivation 1_7 5.90 (0.78) .70 
Relational autonomous motivation 1_7 5.48 (1.09) .80 
Controlled motivation 1-7 3.86 (1.53) .85 
Autonomy support from health professionals 1_7 5.28 (1.18) .87 
Autonomy support from important others 1.7 4.88 (1.58) .92 
Self-efficacy 1-5 3.19(1.11) .94 
Perceived competence 1-5 5.14 (1.15) .79 
Relational-interdependent self-construal 1_7 4.94(0.97) .83 
T2 variables (n = 51) 
Personal autonomous motivation 1-7 5.63 (1.01) .82 
Relational autonomous motivation 1_7 5.25 (1.21) .86 
Controlled motivation 1_7 3.66(1.38) .79 
Autonomy support from health professionals I-7 5.24 (1.15) .88 
Autonomy support from important others 1_7 4.90 (1.24) .81 
Self-efficacy 1-5 3.42(1.01) .92 
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Correlation analysis 
Pearson correlation analysis was conducted to determine the associations among 
major variables of interest. With the sample size N = 61, a post-hoc power analysis 
showed that the power of the tests was 0.68 to detect a medium effect size in 
correlations. Table 3 showed the correlation matrix among the major variables at 
baseline and participants' quitting status at T3. 
Out of the demographic characteristics of participants, quitting was positively 
correlated with both age (r = .44, p < .01) and years of smoking (r = .40,;? < .01). 
Results suggested that older smokers and those reported more years of smoking were 
having a higher likelihood of quitting. 
Concerning the SDT variables, autonomy supports from health professionals and 
from important others were both positively correlated with personal autonomous 
motivation and relational autonomous motivation. Correlations among these 4 variables 
ranged from .34 to .63 {p < .01). Hypothesis 1 was supported. 
Autonomous motivation (both personal and relational), controlled motivation, 
perceived competence, autonomy support (from health professionals and important 
others) failed to show significant correlations with quitting (all p > .05). Hypotheses 2 
and 3 were rejected. 
As speculated, self-efficacy was positively correlated with quitting ( r = .51,p 
< .01)，showing that smokers with higher self-efficacy to refrain from smoking had a 
greater chance to achieve quitting. Hypothesis 4 was supported. 
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Furthermore, RISC was significantly correlated with relational autonomous 
motivation (r = .43,/? < .01) but not with personal autonomous motivation (r = .25, p 
> .05). It showed that smokers with higher level of RISC significantly adopted a higher 
level of relational autonomous motivations. Hypothesis 5 was supported. Subsequent 
analysis showed that the discrepancy in correlation between RISC and two types of 
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Logistic regression for predicting quitters and non-quitters 
Table 4 summarized the results from logistic regression for predicting 
participants' quitting (0 as non-quitters, 1 as quitters). Being significantly correlated 
with quitting, age and years of smoking were also entered into the logistic regression 
model. Autonomous motivations, autonomy support, and perceived competence failed 
to predict quitting (OR ranging from 0.11 to 1.83，p > .05). The interactions between 
autonomous motivations (both personal and relational) and relational-interdependent 
self-construal (RISC) also failed to predict quitting (OR ranging from 1.51 to 2.29, p 
> .05). Hypothesis 6 was therefore rejected. 
Being the only significant predictor among the variables, participants who had a 
higher self-efficacy to refrain from smoking were 9 times more likely to be abstinent at 
1-month follow-up (OR = S.92,p < .05). 
Table 4. Logistic regression analysis predicting quitting at 1-month (n = 43) 
Predictors OR (95% CI) “ 
1.25 (0 .97- 1.62) 
Years of smoking 0.93 (0.77 - 1.12) 
Personal autonomous motivation (PAM) 0.11 (0.00 - 28.33) 
Relational autonomous motivation (RAM) 0.53 (0.02 — 16.62) 
Controlled motivation 1.18 (0.44 - 3.19) 
Autonomy support from health professionals 1.50 (0.30 - 7.57) 
Autonomy support from important others 1.83 (0.40 - 8.34) 
Perceived competence 0.33 (0.06 - 1.67) 
Self-efficacy 8.92* (1.52 — 52.44) 
Relational-interdependent self-construal (RISC) 0.38 (0.07 - 2.10) 
Interaction: RISC x PAM 2.29 (0 .18- 28.77) 
Interaction: RISC x RAM 1.51 (0.08 - 28.02) 
Note: *p<.05 ‘ 
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Logistic regression comparing the fundamental SDT and extended theoretical 
framework 
An additional logistic regression was also conducted to compare the proposed 
theoretical framework with the fundamental SDT framework on the prediction of 
quitting status. In Block 1, SDT variables (including personal autonomous motivation, 
controlled motivation, perceived competence, and autonomy support from health 
professionals and important others) were entered. In Block 2，variables in the theoretical 
extensions (including self-efficacy, relational autonomous motivation, relational-
interdependent self-construal, and the interaction between autonomous motivation and 
relational-interdependent self-construal) were entered. Since age and years of smoking 
were shown non-significant in predicting quitting status, these two factors were not 
considered in this analysis. 
Compared to the baseline model without any independent variables (Block 0), 
the addition of SDT variables (Block 1) failed to significantly improve the prediction of 
participants' quitting status (A f (5) = 4.08, p > .05). After accounting for the effects of 
SDT variables, the addition of variables in the theoretical extensions (Block 2) showed 
significant improvements in the prediction of participants' quitting status (A 义(5)= 
11.19, p < .05). Among the theoretical extensions, self-efficacy was the only significant 
predictor in the model (OR = 6.76’ p < .05), again showing that people with higher level 
of self-efficacy was more likely to achieve abstinence at 1-month follow-up. 
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Exploring the interaction effects between SDT variables and RISC in the prediction 
of quitting 
Beyond the hypotheses, the effects of the interactions between relational-
interdependent self-construal with major SDT variables (including perceived 
competence and autonomy support) were also examined in logistic regression analyses. 
None of such interaction terms provided significant prediction effects on participants' 
quitting status after accounting for the effects of major SDT variables (all p > .05). 
ANOVAs on major variables for smokers with different quitting progress 
In order to examine whether there were significant differences in major 
variables among smokers with different quitting progress, ANOVAs were conducted on 
baseline variables among three groups of participants (quitters, quit attempters and 
recalcitrant smokers). The groups of quitters, quit attempters and recalcitrant smokers 
were defined according to the reported 7-day point prevalence, the ratio of reduced 
cigarettes and the results of carbon monoxide breath tests. 
Participants who reported being abstinent in the past 7 days and showed a value 
lower than 8ppm in carbon monoxide breath tests at 1 month were categorized as 
quitters. Non-quitters were defined as participants who reported smoking in the past 7 
days, showed a value higher than 8ppm in carbon monoxide tests. Among the non-
quitters, participants who either had a ratio of reduced cigarettes' higher than 0.5 or 
reported at least 3 days of abstinence since the study period were categorized as quit 
‘Ratio of reduced cigarette = (Daily cigarette at Tl - Daily cigarette at T3) / Daily cigarette at Tl . 
Quit attempters had a significantly higher ratio than recalcitrant smokers {p < .05). 
Mean (S. D.) of ratio: Quit attempters (M = 0.57，S.D. = 2.93) and recalcitrant smokers (Mean = 0.10， 
S.D = 0.41) 
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attempters. Those who did not fulfill the criteria for quitters and quit attempters were 
categorized as recalcitrant smokers. Table 5 summarized the descriptives and ANOVA 
results for the major variables among quitters, quit attempters and recalcitrant smokers. 
All post-hoc pairwise comparisons across the three groups were adjusted for Type I 
errors by Bonferroni adjustments. The level of significance for post-hoc tests was set to 
p<mi. 
For demographics, differences in age (F(2, 40) = 4,97, p < .05) and years of 
smoking (F(2, 40) = 4.00,;? < .05)，were significant across three groups of participants. 
Post-hoc pairwise comparisons failed to reach statistical significance {p > .017), even 
though the general pattern showed that quitters had a greater age and more years of 
smoking than quit attempters and recalcitrant smokers. All others baseline smoking 
pattern variables showed non-significant differences among recalcitrant smokers, quit 
attempters and quitters {p > .05). 
For major psychological variables, only the level of self-efficacy differentiated 
smokers with different quitting progress (F(2, 40) = 7.26，p < .05). Post-hoc pairwise 
comparisons found statistical significant difference between quitters and quit attempters 
(p < .017) and difference between quitters and recalcitrant smokers {p < .017). Quitters 
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Additional analyses examining the differences in self-efficacy among quitters’ quit 
attempters and recalcitrant smokers 
As self-efficacy was the only significant predictor of quitting in the present 
sample, additional analyses were conducted to examine the differences in self-efficacies 
when facing internal and external stimuli among participants with different quitting 
progress. Table 6 showed the results of ANOVAs comparing the level of self-efficacy 
among quitters, quit attempters and recalcitrant smokers. 
In response to internal stimuli (e.g., physiological and emotional tempting 
conditions of smoking), significant ANOVA results were found across three groups of 
participants in their level of self-efficacy when they felt nervous (F(2, 40) = 3.51, p 
< .05), when they felt very anxious (F(2, 40) = 4.19，;? < .05) and when they wanted to 
think about a difficult problem (F(2, 40) = 4.93, p < .05). With Bonferroni adjustments, 
post-hoc pairwise comparisons showed that the differences in self-efficacy between 
quitters and recalcitrant smokers were also salient when they felt very anxious {p = .019) 
and wanted to think about a difficult problem (p < .017). 
In response to external stimuli (e.g., tempting social occasions and 
environmental cues of smoking), significant ANOVA results were found across three 
groups of participants in their level of self-efficacy when they were having a drink with 
friends (F(2, 40) = 7.95,/?< .01)，when they were celebrating something (F(2, 40)= 
5.90，p < .01)，when they finished a meal (F(2, 40) = 4.93，p = .055) and when they 
were having coffee or tea (F(2, 40) = 5.10,/> < .05). Bonferroni-adjusted post-hoc 
pairwise comparisons showed that the differences between quitters and quit attempters 
were especially salient when smokers were having a drink with friends, celebrating with 
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Chapter 4: 
Discussion 
This study was one of the first attempts to apply the SDT to predict Hong Kong 
Chinese smokers' quitting with biochemical measures to verify their smoking status. In 
line with past smoking research (e.g., Khuder, Dayal, & Mutgi，1999; Korhonen, Su, 
Korhonen, Uutela, & Puska，1997; Yalcinkaya-Alkar & Karanci, 2007), age and years 
of smoking were positively correlated with smoking cessation progress with respect to 
the growing awareness of smoking-related diseases among older smokers. As 
hypothesized, autonomy support was positively correlated with personal autonomous 
motivation and relational autonomous motivation. However, contrary to the hypotheses, 
two types of autonomous motivation were not significantly associated with quitting 
behaviors in the current sample. 
Autonomous motivation and smoking cessation 
Inconsistent with previous work on the SDT (e.g., Williams et a l , 2006)， 
autonomous motivations were not significantly correlated with quitting in this study. 
This pattern might be attributed to the restricted variations in these constructs in the 
present sample. Results showed that the means for the autonomous motivation variables 
were high (on a 7-point scale, 5.90 for personal autonomous motivation and 5.48 for 
relational autonomous motivation) while the variances were small in the sample (SD = 
0.78 for personal autonomous motivation; SD = 1.09 for relational autonomous 
motivation). Ceiling effects of autonomous motivation variables appear to be salient for 
post-intentional smokers. 
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Proposed by the SDT, autonomous motivation originates from people's 
perceived importance and values of their intended behavioral change. In this study, with 
regard to the constructs of personal and relational autonomous motivations, participants 
were asked about their reasons for quitting and beliefs about the values of smoking 
cessation. The measurement scales primarily captured participants' perceived 
importance of smoking cessation to the health of themselves and others. As a vast 
majority of the participants predominantly showed moderate to strong agreements with 
the values of smoking cessation on health, ceiling effects were therefore potentially 
strong on such items, restricting the variations in those constructs of autonomous 
motivation. Discussing the dilemma between smokers' health concerns and their 
quitting, together with the differences in research design between the present study and 
previous SDT studies also helps us understand such ceiling effects. 
Dilemma between health concerns and quitting behaviors 
In some previous reports (e.g., McCaul et al., 2006), ceiling effects were 
documented in smokers' health-related reasons for quitting. It might reflect a culturally-
universal dilemma between smokers' health concerns and their actual quitting. Smokers 
are generally aware of the harmful effects of smoking and the benefits of smoking 
cessation, but fail to take a step further to translate it into actual quitting. In a qualitative 
study in the UK, Kerr and colleagues (2006) found that a majority of surveyed smokers 
agreed that smoking had damaged their health and cited health-related reasons for their 
quitting. Another study in the U.S. (Thompson, Thompson, Thompson, Fredickson, & 
Bishop, 2003) also showed that nearly all smokers (94%) acknowledged that smoking 
cessation could improve health. Similarly, local smokers (Thematic Household Survey, 
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Census and Statistics Department, 2006) demonstrated their acknowledgement of the 
value of smoking cessation and its benefits to their health. All of which suggests that a 
considerable proportion of smokers across different countries do have a certain degree 
of internalization in the value of smoking cessation. 
However, such a perceived value in smoking cessation is not necessarily being 
transformed into actual quitting behaviors. A study targeted at African American 
smokers who were interested in quitting (Ahluwalia, Resnicow, & Clark, 1998) showed 
that nearly all respondents cited 'health reasons'(99%) and 'taking control of their life' 
(94%) as their reasons of quitting, but these reasons failed to identify successful quitters. 
With reference to a recent review, researchers (McCaul et al., 2006) commented that 
ceiling effects in at least some of these health-related reasons for quitting might give 
rise to the null effects of prediction in successful quitting. 
Possible priming effects in smoking cessation counseling sessions 
On the other hand, methodology of this study might also contribute to the ceiling 
effects. At baseline, assessments were administered to the participants immediately after 
the smoking counseling session delivered by counselors at the health clinics. As 
recommended by smoking cessation program guidelines (Comuz, 2007; McCaul et al., 
2006)，health counselors should generally emphasize the health benefits of smoking 
cessation and negative health consequences of smoking to motivate cessation attempts. 
Possible priming effect and instantaneous internalization of values of smoking cessation 
might occur after the counseling session, which in turn elicited strong ceiling effects on 
participants' level of autonomous motivation. Noting that only about one-third of 
smokers achieved abstinence at T3 follow-up, restricted variation in the autonomous 
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motivation variables could make it difficult to detect significant predicting effects on 
quitting in the regression models. 
Discrepancies in research design between the present study and previous SDT studies 
Besides, the discrepancies in research design between the present study and 
previous work on the SDT for smoking cessation might also count in the null 
predictions by the SDT. These discrepancies reflect on the relationship between the 
autonomous motivation and stages of health behavioral change. 
Previously, SDT research on smoking cessation primarily aimed to provide 
evidence on the role of autonomy support in facilitating autonomous motivation, which 
in turn promoting autonomous quitting behaviors (e.g., Williams & Ded, 2001 ； 
Williams, Gagne, Ryan, & Deci，2002; Williams et a l , 2006). Researchers manipulated 
practitioners' communication style (autonomy-supportive versus controlling) and 
experimentally examined the importance of autonomy-supportiveness in eliciting 
autonomous motivation. With this premise, intention to quit was not required as the 
inclusion criterion of smoker participants. Those participants therefore ended up with 
great variations in their autonomous motivation towards quitting, which gave rise to the 
significant effect of autonomous motivation and the much weaker effect of controlled 
motivation on sustained quitting. 
Taking a different starting point in the SDT, the present study aimed to focus on 
the relative prominence of personal autonomous motivation and relational autonomous 
motivation among people with different levels of relational-interdependent self-
construal (RISC) in the context of smoking cessation. With the main purpose to 
differentiate autonomous motivation of quitting in a personal-relational dimension, 
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participants' motivation to quit was included as an additional eligibility requirement in 
this study, while autonomy-supportiveness of health care environment was not 
manipulated. However, as all recruited participants were attendees of smoking cessation 
counseling sessions which reflected a certain degree of self-determination in their 
quitting decisions, it possibly limited the variations of autonomous motivation and 
nullified the effects of autonomous motivation on quitting. Moreover, as all participants 
were counseled by well-trained health professionals at the health clinics according to 
standard procedure of smoking cessation interventions, discrepancies in perceived 
autonomy support among the participants were also minimized. All these might also 
contribute to non-significant association between autonomy support with smoking 
cessation. 
Reflecting on the SDT and stages of health behavioral change 
Gaining insights from the present findings, a limited applicability of the SDT to 
quitting behaviors among post-intentional smokers was revealed. When applying the 
SDT to pre-intentional individuals, the role of autonomy support in facilitating 
autonomous motivation was prominent. The level of autonomy influences the 
sustainability of the intentions and efforts paid in the behavioral change. However, if 
the SDT is applied to post-intentional individuals, the effect of autonomy support on 
autonomous motivation might be diminished as the individuals generally exhibit a 
certain degree of autonomy in their health decisions. Given the apparent ceiling effects 
of autonomous motivation among our participants, volitional factors which translate 
people's motivation into real behavioral change become the key post-intentional 
determinants. This claim seemed to gain empirical support from the present findings 
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with self-efficacy being the sole significant predictor and overriding the effects of the 
SDT. When applying the SDT to predict health behavioral change in future studies, 
researchers should also pay attention to the possible qualitative differences between pre-
intentional and post-intentional individuals. 
Findings related to proposed theoretical extensions 
Despite the failure to demonstrate the significance of the SDT variables in 
predicting abstinence, the proposed theoretical extensions were empirically supported. 
First, relational autonomous motivation was positively correlated with relational-
interdependent self-construal (RISC). Second, self-efficacy was found to the only 
significant predictor after accounting for the effects of autonomous motivation and 
perceived competence. Third, the level of self-efficacy also differentiated smokers with 
different quitting progress. These findings enhanced our understanding of people's 
quitting motivation and their difficulties encountered in the quitting process. 
Relational autonomous motivation and RISC 
To the best of my knowledge, this study was one of the first attempts to 
differentiate autonomous motivation in a personal-relational dimension in the context of 
smoking cessation. Notwithstanding that the interaction between RISC and autonomous 
motivation was found non-significant, this study contributed to provide a more 
individual-difference-sensitive conceptualization of autonomous motivation. In line 
with previous work (Gore & Cross，2006), RISC was shown to be positively correlated 
with relational autonomous motivation of quitting. That is to say, smokers with a higher 
tendency to include their significant others and important relationships into their self-
construal were more likely to perceive the values of smoking cessation in a relational 
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way. This implied that framing the values of smoking cessation relationally might be 
more salient in eliciting relational autonomous motivation among smokers with higher 
RISC. Gathering smokers' information on RISC might help tailoring specific content of 
smoking cessation counseling (personal-oriented or relational-oriented), which is 
believed to enhance treatment effectiveness when compared to standard care that only 
emphasized negative effects of smoking on personal health. 
Role of self-efficacy in smoking cessation: inspirations from process models of health 
behaviors 
Being the only significant predictor of quitting, self-efficacy to refrain from 
smoking demonstrated a stronger predictive power from perceived competence and 
made a difference between quitters and non-quitters. Consistent with numerous past 
studies (e.g., Abrams, Herzog，Emmons, & Linnan, 2000; Amodei & Lamb, 2005; 
Garcia, Schmitz, & Doerfler，1990; Yong, Borland, & Siahpush, 2005)，participants 
with a higher level of self-efficacy to avoid smoking when confronting temptations had 
much greater likelihood to achieve abstinence weeks after enrolling in smoking 
cessation programs. Seeing that the present sample were all quit intenders, this finding 
reflects the important role of self-efficacy in bridging the intention-behavior gap of 
health behavioral change (Armitage & Conner, 2001; Sheeran, 2002). In addition to 
Marlatt's relapse prevention model (Marlatt & Gordon，1985)，the critical role of self-
efficacy was emphasized by the several process models of health behaviors, for 
example, the Transtheoretical Model (TTM; Prochaska & DiClemente, 1983) and the 
Health Action Process Approach (HAPA; Schwarzer, 1992). 
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According to the TTM, the process of health behavioral change was 
conceptualized into five stages including precontemplation, contemplation, preparation, 
action and maintenance. Self-efficacy was proposed to be particularly important when 
smokers are moving from preparation stage to maintenance stage (Prochaska, Velicer, 
DiClemente, Guadagnoli & Rossi, 1991). A recent empirical study (Yalcinkaya-Alkar 
& Karanci, 2007) also showed that smokers in preparation groups and action groups 
were having significantly higher levels of self-efficacy than contemplators. Given that 
self-efficacy predicted the quitting status of the present sample, our finding seems 
compatible to the speculation of the TTM. 
Similarly, the HAP A also provided insights on the role of post-intentional self-
efficacy in determining the success of behavioral change. Bridging the two major 
phases in a health behavior change (motivational phase and volitional phase), the 
HAP A proposed that self-efficacy facilitates the transformation of behavioral intention 
into action by specific planning on how, when and where to perform the desire action 
(Schwarzer, 2008). Such a transformation involves the development of action self-
efficacy, maintenance self-efficacy, and self-regulatory skills to actualize the volition of 
the intended change. Linking the present findings with the HAP A, participants with a 
higher level of self-efficacy to stop smoking in tempting conditions might be more 
likely to imagine success, anticipate potential outcomes of diverse strategies, and invest 
more efforts throughout the quitting process. This might shed light on the possible 
mechanisms for explaining the success in quitting among the more self-efficacious 
individuals. 
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Given the importance of self-efficacy in predicting abstinence, whether levels of 
self-efficacy differentiated participants with different quitting progress was also 
examined. Compared to quitters, recalcitrant smokers and quit attempters reported 
significantly lower levels of self-efficacy when they were facing internal and external 
tempting conditions of smoking respectively. These findings implied the contributing 
factors of smokers' procrastination in quitting and the potential difficulties they face 
when taking action to quit. 
Recalcitrant smokers and their self-efficacy to respond to internal tempting 
conditions 
Having a low level of confidence in coping with internal tempting conditions of 
smoking (e.g., being in a negative emotional state, thinking about a difficult problem, 
etc.), recalcitrant smokers demonstrated a minimal progress and procrastination in 
acting their quitting plans. This finding echoed with past TTM studies (e.g., De Vries, 
Dijkstra, & Kuhlman, 1998; Etter, Bergman, & Pemeger, 2000) showing that 
preparation groups had significantly higher level of self-efficacy when facing internal 
stimuli than contemplators. 
Past literature also identified the addictive nature of smoking as one of the 
biggest barriers to cessation among quit intenders (e.g., Kerr, Watson, Tolson, Lough, 
& Brown, 2006; Schofield, Kerr, & Tolson, 2007). It was suggested that such an 
addiction did not confine to physiological nicotine dependence, psychological 
addictions associated with the rewards of smoking also counted. For example, a 
qualitative study on 51 heavy smokers in the U.S. (Thompson et al., 2003) revealed that 
procrastination of quitting was associated with psychological enjoyment of smoking, 
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the fear that quitting would handicap coping with daily life, plus the anger with respect 
to the perception that quitting would take away personal pleasure. Viewing from these 
findings, it is noted that smoking is commonly regarded as an act of defense mechanism 
for calming negative emotions, a coping strategy for alleviating stress, and a source of 
psychological reinforcement. 
In the present sample, the particularly low level of self-efficacy among 
recalcitrant smokers when they felt anxious and when they wanted to think about a 
difficult problem demonstrated the impact of psychological addictions on smokers' 
procrastination in quitting. Across participants with different quitting progress, since no 
significant differences in baseline levels of nicotine dependence and no significant 
pairwise differences in abstinence self-efficacy were found when participants felt the 
urge to smoke, less promising effect of quitting procrastination was attributed to 
smokers' physiological addiction of nicotine. 
Quit attempters and their self-efficacy to respond to external tempting conditions 
Having a lower level of confidence than quitters when coping with external 
tempting conditions of smoking, quit attempters demonstrated some progress in quitting 
but failed to achieve initial abstinence. In particular, quit attempters felt difficult to give 
up smoking when they were having a drink with friends, celebrating something and 
having coffee or tea. Consistent with previous studies (e.g., Marlatt & Gordon，1985; 
Kerr et al., 2006; Thompson et al., 2003), these findings highlighted the role of 
smokers' coping strategies in high-risk social occasions in promoting smoking cessation 
and preventing relapses. 
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Similar to drinking behaviors, smoking also has enormous social meaning across 
cultures (e.g., Burgess et al., 2007), especially among Chinese (Pan, 2004). In Chinese 
culture, offering cigarettes among friends is often served as a signal of respect and 
hospitality together with a way to reinforce partnerships (Pan, 2004). Refusing 
someone's polite but pushy offerings of cigarettes is generally regarded as an act of 
disrespect which may bring smokers humiliation from their friends and colleagues. 
Social gatherings with friends, colleagues or even business partners thus become the 
stumbling block of smokers' abstinence. Furthermore, social occasions associated with 
high positive feelings were also risky for smokers' quitting. For example, Yang and 
colleagues (2006) found that people did experience difficulties to stop smoking during 
entertainment, especially in times of high elation (e.g., winning at cards). This might 
explain why abstinence self-efficacy in the gatherings of celebration contributed to the 
differentiation of quitters and quit attempters in the present study. 
Research limitations 
This study was subject to several limitations. First, the representativeness of the 
sample was limited because the sample size was small (N = 61) and only the users of 
smoking cessation services at three local health clinics were recruited. With this small 
sample size, statistical power of the analyses was limited. Cautions should also be taken 
when generalizing these findings to local smokers who intended to quit with self-help 
methods (e.g., cold turkey, purchasing nicotine gum and patch at community 
pharmacies, etc.). Second, self-selection bias might be salient in the non-random sample 
of the present study. Analysis related to such a bias was absent since no demographic 
information was given by smokers who refused to participate in the study. Third, 
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smokers' proposed quit date was not recorded in the assessments. It might be 
confounding because smokers might assign a special date which was beyond the study 
period as their quit date. Fourth, variables related to participants' family characteristics, 
e.g., parental status, smoking patterns in living environments, and perceived influence 
of passive smoking on important others were not included in the assessments. These 
variables might moderate the relationship between relational autonomous motivation 
and smoking cessation. Lastly, the period of follow-up was not long enough to assess 
continued smoking cessation. Past studies (e.g., Williams et al., 2002) suggested that 
smokers were highly susceptible to relapses within the first few months of quit attempts, 
a follow-up period for at least 6 months would be preferable for assessing smokers' 
continued abstinence. The present findings were only confined to the prediction of 
smokers' initial abstinence. 
Future directions and recommendations 
In spite of these limitations, the present findings offer opportunities to further 
explore the applicability of the SDT to predict smoking cessation and to people from 
different cultural backgrounds. To improve the rate of successful quitting, the 
importance of post-intentional self-efficacy should also be highlighted in future 
smoking cessation services. 
First, apart from exploring the role of autonomy support on facilitation of 
autonomous motivations, tailoring the content of health interventions with respect to 
people's individual differences is also noteworthy. By manipulating practitioners' 
communication style (autonomy-supportive versus controlling) and tailor-making the 
focus of smoking counseling (personal-oriented content versus relational-oriented 
Smoking cessation 50 
content) according to smokers' relational orientations (RISC), researchers can compare 
the effectiveness of different types of interventions to smokers' quitting progress. It 
would offer grounds for future development of smoking cessation services. 
Second, the study provided cross-cultural implications from the linkage between 
RISC and personal-relational goals. As researchers (e.g., Markus and Kitayama, 1991; 
Singelis, 1994) have suggested that members of East Asian cultures are more likely to 
construe themselves as interdependent and connected with others, relational reasons 
may be more important in goal pursuit for members of East Asian cultures than for 
members of Western independent cultures, like North Americans, Europeans, 
Australians (Gore & Cross, 2006). Applying the proposed framework to people from 
different cultural backgrounds may help in exploring cultural effect and the moderating 
effect of RISC on people's pursuit and achievement of personal and relational goals. 
Third, extending from the incorporation of relational autonomous motivation 
and RISC into the SDT, it is also worth understanding how family environment and 
interactions among family members influence smokers' motivation and actual practice 
of smoking cessation. These family-related variables (e.g., parental status of smokers, 
smoking habits in family environment, whether smokers were living with important 
others for long period of time) may moderate the relationship between relational 
autonomous motivation and smoking cessation. For instance, quit intenders who have 
no children, who live alone and who avoid smoking in the presence of important others 
may have a lower adoption of relational autonomous motivation to quitting. Apart from 
that, family support throughout the process of smoking cessation may also counts. 
Previously, Yang and colleagues (2006) suggested the importance of social support 
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from spouse and family members in effective smoking cessation programs for Chinese 
smokers. In this regard, future studies are recommended to explore how different 
family-related factors contribute to the success of smoking cessation, which helps to 
provide a more ecological framework to understand smoking cessation and its 
relationships with smokers' immediate social environment. 
Fourth, as the SDT emphasized the values of autonomous motivations in 
sustainable health behavioral changes, future research can also explore how 
autonomous motivation facilitates action planning and subsequent behavioral 
modification. As the role of action plans and post-intentional self-efficacy in changing 
health behaviors were empirically supported (e.g., Abraham, 2008; Hoving, Mudde, & 
de Vries, 2006; Scholz et al., 2007), theoretical integration of the SDT with Health 
Action Process Approach (HAPA) was therefore recommended. The interactions among 
quitting progress and stage-specific self-efficacies like action self-efficacy, maintenance 
self-efficacy and recovery self-efficacy were also worth studying. Being a process 
model placing a strong emphasis on the role of self-efficacy and action planning, the 
HAP A is believed to enhance the predictive power of the model by paying attention to 
the effects of post-intentional factors on behavioral modification. 
Practical implications were proposed with the present findings on self-efficacy. 
It is important to empower smokers' confidence in overcoming specific difficulties 
when coping with psychological addiction of smoking-related reward and temptations 
of smoking in social occasions. Future smoking cessation services are recommended to 
pay more efforts on helping smokers to develop alternative behaviors for reward (e.g., 
exercise, participating in activities at community centers), to practice stress 
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management skills and relaxation exercises (e.g., mindfulness, meditation), to hone 
skills in refusing cigarette offerings and develop strategies and action plans for coping 
with temptations in pro-smoking social milieus. 
In conclusion, notwithstanding that the SDT failed to provide the best 
framework to predict quitting among local smokers who were motivated to stop 
smoking, knowledge about the individual differences in quit intenders' personal and 
relational autonomous motivation, together with the role of self-efficacy in 
differentiating people with different quit progress did show incremental value in our 
understanding of successful smoking cessation. 
Smoking cessation 53 
References 
Abraham, C. (2008). Beyond stages of change: Multi-determinant continuum models of 
action readiness and menu-based interventions. Applied Psychology: An 
International Review, 57, 30-41. 
Abrams，D. B.，Herzog, T. A., Emmons, K. M., & Linnan, L. (2000). Stages of 
change versus addiction: A replication and extension. Nicotine and Tobacco 
Research, 2, 223-229. 
Ahluwalia, J. S.’ Resnicow, K.，& Clark, W. S. (1998). Knowledge about smoking, 
reasons for smoking, and reasons for wishing to quit in inner-city African 
Americans. Ethnicity and Disease, 8, 385-393. 
Amodei, N. & Lamb，R. J. (2005). Predictors of initial abstinence in smokers enrolled in 
a smoking cessation program. Substance Use and Misuse, 40, 141-149. 
Armitage, C. J., & Conner, M. (2000). Social cognitive models and health behavior: A 
structured review. Psychology & Health, 15, 173-189. 
Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. 
Psychological Review, 84, 191-215. 
Brownbell, K. D., Martlatt, C. A., Lichtenstein, E.，& Wilson，C. T. (1986). 
Understanding and preventing relapse. American Psychologist, 41, 765-782. 
Burgess, D.，Fu, S. S.，Joseph, A. M.，Hatsukami, D. K.’ Solomon, J., & van Ryn, M. 
(2007). Beliefs and experiences regarding smoking cessation among American 
Indians. Nicotine and Tobacco Research, 9, SI9-28. 
Smoking cessation 54 
Census and Statistics Department, Hong Kong Administrative Region (2006). 
Thematic Household Survey Report No. 26. Retrieved on 2 June, 2008, from 
http://wwwxenstatd.gov.hk/freedownload.isp?file=publication/stat report/social 
data/B113Q2262Q06XXXXB010Q.r)df&title=Thematic+Household+Survev+Re 
port+-+Report+No .:26&issue=-&lang= 1 &c= 1 
Collins, G. (1997, May 30). Trial near in new legal tack in tobacco war. New York 
Times, p. AlO. 
Condiotte, M. M. & Lichtenstein, E. (1981). Self-efficacy and relapse in smoking 
cessation programs. Journal of Consulting Clinical Psychology, 49, 648-658. 
Comuz., J. (2007). Smoking cessation interventions in clinical practice. European 
Journal of Vascular and Endovascular Surgery, 34, 397-404. 
Cross, S. E.，Bacon, P. L.，& Morris, M. L. (2000). The relational-interdependent self-
construal and relationships. Journal of Personality and Social Psychology, 78, 
791-808. 
Curry, S. J. & McBride, C. M. (1994). Relapse prevention for smoking cessation: 
Review and evaluation of concepts and interventions. Annual Review of Public 
Health, 15, 345-366. 
Daughton, D. M. & Fortmann, S. P. (1999). The smoking cessation efficacy of 
varying dose of nicotine patch delivery systems 4 to 5 years post quit day. 
Preventive Medicine, 28, 113-118. 
Deci, E. L. & Ryan, R. M. (1985). Intrinsic motivation and self-determination in 
human behavior. New York: Plenum Publishing Co. 
Smoking cessation 55 
Department of Health, Hong Kong Administrative Region (2005). Behavioral 
Determinants of Health - Smoking. Retrieved on 2 June 2008, from 
http://www.chp.gov.hk/files/pdf/grp-hkphps-
iV behavioural determinants of health.pdf 
Department of Health, Hong Kong Administrative Region (2006). Behavioral Risk 
Factor Survey - Smoking 2006. Retrieved on 2 June, 2008, from 
http://www.chp.gov.lik/files/pdf/grp BRFS 20Q6(Apr)_tc.pdf 
Dijkstra, A. & Tromp, D. (2002). Is the FTND a measure of physical as well as 
psychological tobacco dependence? Journal of Substance Abuse Treatment, 23, 
367-374. 
Etter, J., Bergman, M. M.，Humair, J., & Pemeger，T. V. (2000). Development and 
validation of measuring self-efficacy of current and former smokers. Addiction, 
95, 901-913. 
Etter, J., Bergman, M. M.，& Pemeger，T. V. (2000) On quitting smoking: 
Development of two scales measuring the use of self-change strategies in 
current and former smokers (SCS-CS and SCS-FS). Addictive Behaviors, 25, 
523-538. 
Garcia, M. E.，Schmitz, J. M., & Doerfler, L. A. (1990). A fine-grained analysis of the 
role of self-efficacy in self-initiated attempts to quit smoking. Journal of 
Consulting and Clinical Psychology, 58, 317-322. 
Gore, J. S. & Cross, S. E. (2006). Pursuing goals for us: Relationally autonomous 
reasons in long-term goal pursuit. Journal of Personality and Social Psychology, 
90, 848-861. 
Smoking cessation 56 
Grotvedt, L. & Stavem，K. (2005). Association between age, gender and reasons for 
smoking cessation. Scandinavian Journal of Public Health, 33, 72-76. 
Halvari, A. E. M. & Halvari, H. (2006). Motivational predictors of change in oral 
health: An experimental test of self-determination theory. Motivation and 
Emotion, 30, 295-306. 
Heatherton, T. F., Kozlowski，L. T.’ Frecker, R. C., & Fagerstrom，K. O. (1991). The 
Fagerstrom Test for Nicotine Dependence: A revision of the Fagerstrom 
Tolerance Questionnaire. British Journal of Addiction, 86, 119-1127. 
Hong Kong Council on Smoking and Health (2002). Impact of smoking cessation 
services on smokers in Hong Kong and predictors of successful quitting. 
Retrieved on 2 June 2008, from 
http://www.smokefree.lik/content/74/13/1 /en quitcom02.pdf 
Hong Kong Council on Smoking and Health (2003). Characteristics of young 
smokers who attended the Smoking Cessation Health Centre (SCHC) in Hong 
Kong: Patterns of use and predictors of adherence. Retrieved on 2 June 2008, 
from h t t p s m o k e f r e e . h k / c o n t e n t / 7 6 / 1 3 / 1 /en quitcomQ4.pdf 
Hong Kong Tobacco Control Office (2005a). Hong Kong Tobacco Control Office -
Smoking (Public Health) Ordinance. Retrieved on 2 June 2008, from 
http://www.tobaccocontrol.gov.hk/eng_text/text_legislation/legislation_smokirig 
.html 
Hong Kong Tobacco Control Office (2005b). Hong Kong Tobacco Control Office -
Do you know... Retrieved on 2 June 2008，from 
http://www.tobaccocontrol.gov.hk/eng/loadframe.html?id=85 
Smoking cessation 57 
Hoving, E. F.，Mudde, A. N” & de Vries, H. (2006). Predictors of smoking relapse in 
a sample of Dutch adult smokers: The roles of gender and action plans. 
Addictive Behaviors, 31，1177-1189. 
Javors，M. A., Hatch, J. P., & Lamb, R. J. (2005). Cut-off levels for breath carbon 
monoxide as a marker for cigarette smoking. Addiction, 100, 159-167. 
Kerr, S., Watson, H., Tolson, D.，Lough, M.，& Brown, M. (2006). Smoking after the 
age of 65 years: A qualitative exploration of older current and former smokers' 
views on smoking, stopping smoking, and smoking cessation resources and 
services. Health and Social Care in the Community, 14, 572-582. 
Khuder, S. A., Dayal, H. H.，& Mutgi，A. B. (1999). Age at smoking onset and its 
effect on smoking cessation. Addictive Behaviors, 24, 673-677. 
Korhonen, T.，Su, S.，Korhonen, H. J., Uutela, A., & Puska, P. (1997). Evaluation of a 
national Quit and Win contest: Determinants for successful quitting. Preventive 
Medicine, 26, 556-564. 
Lam, T. H., Leung, G. M., & Ho，L. M. (2001). The effects of environmental tobacco 
smoke on health services utilitization in the first eighteen months of life. 
Pediatrics, 707,91. 
Lam, T. H.，Chung, S. F., & Betson C. L, et al. (1998). Respiratory symptoms due to 
active and passive smoking in junior secondary school students in Hong Kong. 
International Journal of Epidemiology, 27, 41-48. 
Lee, H., Hubbard, A. S. E.，O'Riordan, C. K.，& Kim，M. (2006). Incorporating 
culture into the theory of planned behavior: Predicting smoking cessation 
intentions among college students. Asian Journal of Communication, 16, 315-
332. 
Smoking cessation 58 
Law, M. R. & Hackshaw, A. K. (1996). Environmental tobacco smoke. British Medical 
Bulletin, 52, 22-34. 
Markus, H. & Kitayama，S. (1991). Culture and the self: Implications for cognition, 
emotion and motivation. Psychological Review, 98, 224-253. 
Marlatt, G. A. & George，W. H. (1988). Relapse prevention and the maintenance of 
optimal health. In S. Shumaker, E. Schron, & J. K. Ockene (Eds.)，The adoption 
and maintenance of behaviours of optimal health. New York: Springer. 
Marlatt, G.. A. & Gordon, J. R. (1985). Relapse prevention: Maintenance strategies in 
the treatment of addictive behaviors. New York: Guilford Press. 
McElnay，J. C.’ Maguire, T. A., Drummond, A., & Hughes，C. M. (2000). Smoking 
cessation: The contribution of community pharmacy. Disease Management and 
Health Outcomes, 8, 147-158. 
McCaul, K. D., Hockemeyer, J. R., Johnson, R. J., Zetocha, K.，Quinlan, K.，Glasgow, 
R. E. (2006). Motivation to quit using cigarettes: A review. Addictive Behaviors, 
31, 42-56. 
Mudde, A. N., Kok, G. J.，& Stretcher, V. J. (1995). Self-efficacy as a predictor for 
the cessation of smoking: Methodological issues and implications for smoking 
cessation programs. Psychology and Health, 10’ 353-367. 
Office of Health and Environmental Assessment. Respiratory health effects of passive 
smoking: Lung cancer and other disorders. United States Environmental 
Protection Agency, Washington DC, 1992. 
Smoking cessation 59 
Pan，Z. (2004). Socioeconomic predictors of smoking and smoking frequency in 
urban China: Evidence of smoking as a social function. Health Promotion 
International, 19, 309-315. 
Prochaska, J. O. & DiClemente, C. C. (1983). Stages and processes of self-change of 
smoking: Toward an integrating model of change. Journal of Consulting and 
Clinical Psychology, 51, 390-395. 
Prochaska, J. O., Veliver, W., DiClemente, C. C., Guadagnoli, E., & Rossi, J. S. (1991). 
Patterns of change: Dynamic typology applied to smoking cessation. 
Multivariate Behavioral Research, 26, 83-107. 
Schofield, I.，Kerr, S., & Tolson，D. (2007). An exploration of the smoking-related 
health beliefs of older people with chronic obstructive pulmonary disease. 
Journal of Clinical Nursing, 16, 1726-1735. 
Scholz, U., Sniehotta, F. F., Schuz, B.，& Oeberst，A. (2007). Dynamics in 
self-regulation: Plan execution self-efficacy and mastery of action plans. Journal 
of Applied Social Psychology, 37, 2706-2725. 
Schwarzer，R. (1992). Self-efficacy in the adoption and maintenance of health 
behaviors: Theoretical approaches and a new model. In R. Schwarzer (Ed.), 
Self-efficacy: Thought control of action (pp. 217-242). Washington, DC: 
Hemisphere. 
Schwarzer, R. (2008). Modeling health behavior change: How to predict and modify 
the adoption and maintenance of health behaviors. Applied Psychology: An 
International Review, 57, 1-29. 
Smoking cessation 60 
Sheeran, P. (2002). Intention-behavior relations: A conceptual and empirical review. 
In M. Hewstone & W. Stroebe (Eds.), European review of social psychology 
(Vol. 12, pp. 1-36). Chichester, UK: Wiley. 
Sheldon, K. M. & Elliot, A. J. (1998). Not all personal goals are personal: Comparing 
autonomous and controlled reasons for goals as predictors of effort and 
attainment. Personality and Social Psychology Bulletin, 24, 546-557. 
Sheldon, K. M., Williams, G.，& Joiner，T. (2003). Self-determination theory in the 
clinic: Motivating physical and mental health. New Haven: Yale University 
Press. 
Singelis, T. M. (1994). The measurement of independent and interdependent 
self-construals. Personality and Social Psychology Bulletin, 20, 580-591. 
Solloway，V.，Solloway, K., & Joseph, A. (2006). A hypnotherapy for smoking 
intervention investigates the effects of autonomy support on motivation, 
perceived competence and smoking abstinence. European Journal of Clinical 
Hypnosis, 7，26-40. 
Strachan, D. P.，Jarvis, M. J•，& Feyerabend，C. (1989). Passive smoking, salivary 
cotinine concentrations, and middle ear effusion in 7 year old children. British 
Medical Journal, 298, 1549-52. 
Thompson, B., Thompson，L. A., Thompson, J., Fredickson, C.，& Bishop，S. Heavy 
smokers: A qualitative analysis of attitudes and beliefs concerning cessation and 
continued smoking. Nicotine and Tobacco Research, 5, 923-933. 
University of Hong Kong ( 2 0 0 6 ) .香港吸煙人士戒煙阻力意見調查.R e t r i e v e d on 
2 June 2008, from 
http://hkupop.hku.hk/chinese/report/smoke06/T3resentation.ppt 
Smoking cessation 61 
Velicer, W. F., DiClemente, C. C.，Rossi, J. S.，& Prochaska，J. O. (1990). Relapse 
situations and self-efficacy: An integrative model. Addictive Behaviors, 15, 
271-283. 
Velicer, W. F. & Prochaska, J. O. (2004). A comparison of four self-report smoking 
cessation outcome measures. Addictive Behaviors, 29, 51-60. 
Wang, S. H. Q., Borland, R.，& Whalen, A. (2005). Determinants of intention to quit: 
Confirmation and extension of Western theories in male Chinese smokers. 
Psychology and Health, 20, 35-51. 
Williams, G. C., Gagne, M., Ryan, R. M., & Deci, E. L. (1999). Supporting autonomy 
to motivate smoking cessation: Unpublished manuscript, University of 
Rochester. 
Williams, G. C.，Gagne, M.，Ryan, R. M.，& Deci，E. L. (2002). Facilitating 
autonomous motivation for smoking cessation. Health Psychology, 21,40-50. 
Williams，G. C.，Grow, V. M.，Freedman, Z.，Ryan, R. M., & Deci, E. L. (1996). 
Motivational predictors of weight loss and weight-loss maintenance. Journal of 
Personality and Social Psychology, 70, 115-126. 
Williams，G. C., Lynch, M. F.，McGregor, H. A., Ryan, R. M., Sharp, D.，& Ded, E. 
L. (2006). Validation of the "important other" climate questionnaire: Assessing 
autonomy support for health-related change. Families, Systems, and Health, 24, 
179-194. 
Smoking cessation 62 
Williams, G. C.，McGregor, H. A., Sharp, D., Levesque, C., Kouides, R. W., Ryan, R. 
M., & Deci, E. L. (2006). Testing a self-determination theory intervention for 
motivating tobacco cessation: Supporting autonomy and competence in a 
clinical trial. Health Psychology, 25, 91-101. 
Williams, G. C., McGregor, H. A., Zeldman, A., Freedman, Z. R., Deci, E. L. (2004). 
Testing a self-determination theory process model for promoting glycemic 
control through diabetes self-management. Health Psychology, 23, 58-66. 
Williams, G. C.，Minicucci, D. S.，Kouides, R. W.，Levesque, C. S.’ Chirkov, V. I., 
Ryan, R. M.，& Deci, E. L. (2002). Self-determination, smoking, diet and health. 
Health Education Research, 17，512-521. 
World Health Organization (2007a). 10 facts about tobacco and second smoke. 
Retrieved on 2 June, 2008, from 
http://www.who.int/features/factfiles/tobacco/en/index.html 
World Health Organization (2007b). The European Tobacco Control Report 2007. 
Retrieved on 2 June, 2008, from http://www.euro.who.int/document/e89842.Ddf 
Yalcinkaya-Alkar, O. & Karanci，A. N. (2007). What are the differences in decisional 
balance and self-efficacy between Turkish smokers in different stages of change? 
Addictive Behaviors, 32, 836-849. 
Yang, T.，Fisher, K. J., Li, F., & Danaher, B. G. (2006). Attitudes to smoking cessation 
and triggers to relapse among Chinese male smokers. BioMedical Central 
Public Health, 6, 65-71. 
Yong，H.，Borland, R.，& Siahpush, M. (2005). Quitting-related beliefs, intentions and 
motivations of older smokers in four countries: Findings from the international 
tobacco control policy evaluation survey. Addictive Behaviors, 30, 777-788. 
, • 
• . . 
‘ . • • . 
• . . 
“ . . 
I , ‘ ， _ _ • • 
. . . ‘ • 
‘ . ‘ • ••. . 
• , . . r 
. • . . , , / . • • — — L ,.. . 
:• ‘‘ ‘ . . . . . . 
• .. • - ‘ • . . 
• • •；•-•/,••• + _ •. 
CUHK L i b r a r i e s 
0 0 4 5 4 6 6 7 2 
